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aIntroduction
Acquired  anterior  glottic  web  (AGW)  is  a  rare  but  severe
complication  of  laryngeal  microsurgery  and  tracheal  intu-
bation,  occurring  when  the  mucosa  of  both  folds  is
simultaneously  damaged  at  the  anterior  commissure.  It  is
deﬁned  by  welding  of  the  free  edge  of  the  folds  involving
the  anterior  and  mid-thirds,  and  in  some  cases  the  posterior
third  [1].  The  resultant  dysphonia  is  severe,  and  dyspnea
may  also  be  induced  in  case  of  major  extension.  Despite  pre-
ventive  measures  [2],  laryngologists  may  have  to  deal  with
AGW.  The  solution  is  surgical,  but  delicate  to  recommend
to  the  patient  as  simple  sectioning  systematically  leads  to
recurrence  and  deﬁnitive  treatment  often  involves  itera-
tive  intervention,  frequently  including  interposing  anterior
glottis  calibration  material  until  the  anterior  commissure
mucosa  is  fully  healed,  at  which  point  the  material  needs
then  to  be  removed  [3].
Having  encountered  this  problem,  we  here  present  a
single-step  endoscopic  technique  used  in  the  Montpellier
University  Hospital  Center  (France),  which  does  not  require
interposition  of  material.  To  the  technique  ﬁrst  described  by
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doi:10.1016/j.anorl.2011.10.004cGuirt  in  1984  [4],  we  associate  concomitant  application  of
itomycin  C.  The  underlying  principle  is  to  promote  healing
n  one  of  the  vocal  folds  by  means  of  a  unilateral  mucosal
ap  while  delaying  healing  at  the  anterior  commissure  in  the
ther  fold.
echnique
nder  general  anesthesia  with  intubation,  following  glottic
xposure  under  suspension  laryngoscopy,  a  CO2 micropoint
aser  incision  is  performed  under  microscopy  on  the  superior
ace  of  one  vocal  fold,  from  the  anterior  commissure  to  the
osterior  part  of  the  web,  as  laterally  as  possible  (Fig.  1a).
 mucosal  ﬂap  is  raised  out-to-in  using  cold  microinstru-
entation,  stripping  the  ‘‘donor’’  fold  up  to  and  over  the
idline  (Figs.  1b  and  c).  The  web  is  released  by  laser  or
icroscissors  (Fig.  2a).  Submucosal  scar  tissue  is  dissected
long  with  part  of  the  subglottic  mucosa  of  the  ‘‘recipient’’
ocal  fold.  The  ﬂap  is  then  pulled  down  to  cover  the  recip-
ent  fold  (Fig.  2b),  which  is  held  in  position  using  surgical
lue  (Beriplast®;  Fig.  2c).  To  delay  donor  fold  cicatrization,
 solution  of  mitomycin  C  (0.4  mg/mL)  is  applied  with  a
wab  for  5  minutes,  focusing  on  the  anterior  commissure
Fig.  2c)  [2].  Finally,  the  glottis  is  washed  with  physiolog-
cal  saline.  The  ﬁnal  result  consists  of  a  freed  web,  a  donor
ocal  fold  left  to  heal  spontaneously  and  a  recipient  fold
overed  by  the  mucosal  ﬂap  (Fig.  2d).  The  operation  is  per-
ormed  on  an  ambulatory  basis,  followed  by  5  days’  voice
est.  No  medication  other  than  analgesics  is  prescribed.
served.
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Figure  1  a:  incision  line  on  the  superior  face  of  the  left  vocal  fold;  b:  raising  the  mucosal  ﬂap  from  the  ‘‘donor’’  fold;  c:  crossing
the midline.
Figure  2  a:  sectioning  of  web;  excision  of  submucosal  scar  tissue  and  part  of  the  mucosa  of  the  inferior  face  of  the  ‘‘recipient’’
vocal fold;  b:  draping  with  right  vocal-fold  ﬂap;  c:  application  of  glue  to  ﬂap  and  of  mitomycin  C  to  the  donor  fold;  d:  aspect  at
end of  surgery.
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tigure  3  a:  pre-operative  aspect  of  almost  total  web;  b:  exp
peech  therapy  is  systematically  undertaken  as  of  postop-
rative  day  10.  Fig.  3  shows  pre-,  per-  and  post-operative
iews.
iscussionn  our  experience,  the  last  ﬁve  patients  treated  for  total
r  subtotal  AGW  between  2004  and  2009  showed  very
ncouraging  results,  both  morphologically  and  functionally.
i
i
g on  direct  laryngoscopy;  c:  post-operative  aspect  at  2  years.
t 2  to  7  years’  follow-up,  the  morphologic  aspect  showed
bsence  of  webbing  in  two  cases  and  an  anterior  microweb  in
hree.  Mucosal  vibration  on  videostroboscopy  was  visible  in
our  cases.  Four  patients  were  ‘‘extremely  satisﬁed’’  with
heir  voice  and  one  declared  himself  ‘‘satisﬁed,  partially
mproved’’.
Perceptual  assessment  on  the  GRBAS  scale  found  vocal
mprovement  in  almost  all  cases,  with  pre-operative
rade-3  dysphonia  (assessed  in  all  patients)  evolving  to  grade
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1  in  two  cases,  grade  2  in  two  and  remaining  at  grade  3  in
one.
The  present  technique  provides  simple  effective  treat-
ment  of  AGW,  with  lasting  freedom  from  recurrence  of
webbing  even  if  residual  anterior  microwebbing  is  usual.
The  technique  has  the  further  advantage  of  not  requiring
foreign  body  interposition  and  of  being  performed  in  a  sin-
gle  step  with  short  hospital  stay,  notably  on  an  ambulatory
basis.  Rehabilitation  under  a  speech  therapist  should  be  sys-
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